Introduction

Results
Several authors have reported marked psychiatric morbidity and psychosocial distress among patients attending clinics for sexually transmitted diseases. As yet, few clinics have a psychiatrist in regular attendance. We recently carried out a study to determine whether there was a useful role for a psychiatrist in a clinic and to delineate common areas of concern.
Materials and method
The Alexanda Clinic serves an area in south-east London in which about 90% of the population belong to social classes III, IV, and V, and 10% are from overseas, mainly the West Indies. The clinic is staffed by four doctors, six nurses, and two social health workers (SHWs). During the three months beginning March 1977 a psychiatrist (SB) attended twice weekly to assess and, if possible, treat any patient whom any member of the clinic staff considered was psychologically disturbed. The views of the clinic staff were ascertained by a questionnaire at the end of the study.
During the period of the study 368 8, 9, 10, 11, 12, 13, 17 illness (5), primary hypochondriasis (4), psychogenic sexual dysfunction (2), obsessional neurosis (1), and adolescent behaviour disorder (1). Primary hypochondriasis was diagnosed if the patient's conviction of illness appeared to be circumscribed and not derived from underlying mental illness. The extent of social problems can be assessed from the finding that three of the 10 patients who had married were divorced or separated, 10 were unemployed, three drank heavily (although without signs of physical dependency on alcohol), and three admitted to involvement with the police. All those referred because of promiscuity were venereological recidivists, as were four of the five with personality disorders. There were no racial differences in venereological diagnosis, in reason for referral, or in psychiatric diagnosis.
Of the 12 patients who were seen only once two had no evidence of psychiatric illness, four were thought unlikely to benefit from treatment (Cases 1, 3, 4, and 17), two were already under psychiatric care (Cases 8 and 19) (Riding and Munro, 1975) . The condition of three patients (Cases 9, 10, and 11) improved. The male patient with impotence was advised to attend with his wife but failed to do so. Finally, two of those seen only once (Cases 2 and 4) telephoned to report improvement.
At the end of the study a questionnaire was completed anonymously by the clinic staff. Ten reported an involvement in referring patients, and seven stated that this was helpful. Ten of the staff considered that regular psychiatric attendance in the future would be desirable.
Discussion
Surveys carried out using standardised screening procedures have shown much psychological abnormality among patients with venereal disease (Wells, 1970; Mayou, 1975) . Mayou (1975) found that 200%, of patients could be regarded as potential psychiatric cases, and Pedder and Goldberg (1970) reported an even higher prevalence. Most investigations of individual psychopathology have been confined to patients presenting with certain symptoms, such as syphilophobia (MacAlpine, 1957) and fear of venereal disease (Kite and Grimble, 1963) , or with deviant or unconventional life-styles-for example male clients of prostitutes (Gibbens and Silberman, 1960) , homosexuals (Fluker, 1966) , and drug addicts (Linken, 1968) . A recent exception is the report by Pedder (1970) Most of the clinic staff welcomed the prospect of having readily available psychiatric expertise. At the end of the study this attitude had not altered overall. This is perhaps surprising as few patients showed any evidence of having been helped.
However, it is possible that the benefit of easy access to psychiatric advice outweighed the disappointing outcome in certain instances.
The main areas of common venereological and psychiatric concern among the patients were promiscuity and hypochondriasis. Unfortunately the promiscuous group consisted largely of patients who were considered unlikely to benefit from psychiatric treatment. Venereophobia was the commonest of the hypochondriacal complaints. Controversy exists, as with hypochondriasis in general (Kenyon, 1976) , over whether venereophobia occurs solely as a symptom of underlying mental illness or whether it can exist as an independent entity. MacAlpine (1957) regarded syphilophobia as a psychiatric symptom which could accompany or precede all stages of mental illness. Similarly, Kite and Grimble (1963) and Mayou (1975) found that venereophobia was associated with a variety of different psychiatric syndromes. Pedder (1970) 
